Background. Syndromes are defined by traditional Chinese medicine as consisting of different pattern elements. Few scales have been designed for differentiating pattern elements of dementia and have shown major flaws. Thus, a new pattern element scale (PES) was developed. This study aimed to evaluate the utility of the PES in dementia patients. Methods. A total of 171 dementia patients were enrolled, and their pattern elements were ascertained, first by clinicians using the PES, then compared with results by two experts to be used as a standard criterion independently. Reliability of the subscales of the PES was assessed by receiver operator characteristic curves. Correlations between the subscales of the PES and cognition were calculated by canonical correlation analysis. Results. The PES consisted of 11 pattern element subscales. The area under the curves of all subscales was 0.7 or above. Phlegm muddiness, blood stasis, and yang hyperactivity subscales showed optimal sensitivity and specificity in discriminating pattern elements. Other subscales showed relatively lower sensitivity but higher specificity. Memory and language were significantly correlated to qi deficiency and the blood stasis pattern element. Conclusion. The PES can accurately and easily discriminate pattern elements and is a helpful tool for traditional medical subtyping of dementia.
Introduction
Alzheimer's disease (AD) is a progressive and irreversible neurodegenerative disorder that leads to cognitive and behavioral impairments. As shown in previous studies, AD constitutes 60 to 80% of all cases of dementia [1] . The ultimate aim of AD therapy is to stop or slow down the disease progression. However, cholinesterase inhibitors and memantine, the currently available N-methyl-D-aspartate receptor antagonist, have a modest clinical effect on the symptoms and do not prevent the deterioration associated with dementia [2, 3] . Therefore, finding an effective method to treat AD still poses a significant clinical challenge [4] .
Herbal medicine has long been used in a traditional form in China as therapy for dementia. The Complete Work of Jingyue, published in 1624, contains the earliest known description in the world of an herbal therapeutic strategy for dementia [5] . Following that text, The Records for Syndromes' Differentiation, published in 1687, develops herbal remedies for dementia [6] . However, according to the principle of the use of herbal therapy in the traditional form, a syndrome defined by traditional Chinese medicine (TCM) is the basis for prescribing a relevant treatment. In other words, the determination of treatment is based on the differentiation of syndromes. The syndrome consists of 2 Evidence-Based Complementary and Alternative Medicine different pattern elements, such as phlegm muddiness, blood stasis, endogenous heat, yin deficiency, qi deficiency, yang hyperactivity, and marrow deficiency. Each pattern element has its own clinical features, which are usually abstracted from medical history, symptoms, and tongue-pulse signs of the disease. Because there is no recognized standard method to discriminate the pattern elements, it is difficult to compare treatment effects between different studies.
At present, there are few scales specifically designed for the research of discriminating syndromes in dementia patients, and these scales have major flaws [7] [8] [9] . First, the operation of these scales is clinically inconvenient. Second, many scales were developed based on expert consensus only. Third, the validity and reliability of all of these scales have not been evaluated in patients with dementia, and their usage needs further validation. Given that the amount of research using Chinese medicine with patients with dementia has accelerated in recent years and is likely to increase, the need for a new pattern element scale (PES) specific to dementia is apparent. We designed a PES for this purpose [10, 11] .
Initially the PES was composed of 11 pattern element subscales, including phlegm muddiness, kidney deficiency, spleen deficiency, blood stasis, qi deficiency, yin deficiency, yang deficiency, blood deficiency, marrow deficiency, endogenous heat, and yang hyperactivity (See the appendix). Each subscale contains seven items, and every pattern element subscale has a maximum score of 30 points. When the score was 6 points and above, it was considered to efficiently diagnose this pattern element of each subscale. The subscales rate the major pattern elements of dementia, and the PES can be completed in a relatively short period of time. This study aimed to provide further information about the reliability and parallel validity of the PES for discriminating the pattern elements in people with dementia.
Methods

Participants.
A total of 171 patients with dementia, including AD and vascular dementia (VaD), were enrolled from Dongzhimen Hospital, Daxing District Psychiatric Hospital and three communities around Dongzhimen Hospital, in Beijing, China, between April 2011 and February 2012.
The diagnosis of dementia was based on the Diagnostic and Statistical Manual of Mental Disorders, fourth edition [12] . The following criteria were used to define dementia: (1) minimental state examination (MMSE) cut-off scores: ≤19 for illiteracy, ≤22 for primary school, ≤23 for middle school, and ≤26 for higher education [13] ; (2) two or more domains of cognitive impairment; (3) continued aggravation of memory and other cognitive functions; (4) absence of conscious disturbance; (5) impaired activities of daily living (ADL score ≥16) [14] ; (6) clinical dementia rating score (CDR) ≥0.5 [15] ; (7) a score of ≤12 on the Hamilton depression scale (HAMD for 17 items) [16] ; and (8) cause cognitive impairment such as DSM-IV-defined psychosis, major depression, bipolar disorder, or alcohol or substance abuse. 
2.2.
Procedure. All patients were evaluated by two experts who discriminated the pattern elements independently. In the case of discrepancies in the evaluation of pattern elements, a third expert was consulted, the pattern elements were discussed, and a final decision was made. The diagnosis by the experts was recognized as a standard criterion. The PES was administered to all participants by five trained clinicians who discriminated pattern elements according to authors' instructions. The five clinicians were blinded to the pattern elements that were discriminated by experts. Sensitivity and specificity were evaluated with experts' diagnosis as the standard criterion using the receiver-operator characteristic (ROC) curves for each subscale, respectively (see Figures 1-11 ).
Statistical Analysis.
The statistical analyses were conducted using SPSS 18.0 for Windows. The ROC curves were calculated by plotting the sensitivity against the 1-specificity for each subscale. In addition, the positive predictive value (PPV) and negative predictive value (NPV) were calculated based on the prevalence among the selected sample. The parallel validity between the judgment of the experts and discrimination of pattern elements with the PES was also calculated by kappa value using the chi-square test. The correlations between scores of the subscales (including 11 pattern elements) of the PES and cognition score as measured by MMSE (including time orientation, place orientation, memory, calculation/attention, recall, and language) were calculated using canonical correlation analysis. This study was undertaken in accordance with the principles of the Declaration of Helsinki. The protocol was approved by the Dongzhimen Hospital Institutional Ethics Committee. The patients and their caregivers provided written informed consent. 
Results
Demographic Characteristics.
A total of 171 participants of dementia were enrolled in this study. The sample included 92 (54%) participants with probable AD, 32 (19%) with a diagnosis of probable VaD, 40 (23%) with mixed dementia, and 7 (4%) with other dementia. The sample was composed of 85 males and 86 females. The mean age was 73.0 ± 8.8 years old. The mean year of formal education was 9.07 ± 4.52. The mean MMSE score was 16.25 ± 6.20, and the severity of dementia was as follows: 59 (34.5%) with mild dementia, 57 (33.3%) with moderate dementia, and 55 (32.2%) with severe dementia.
Sensitivity and Specificity of Subscale in PES.
Tests for sensitivity and specificity of each subscale were demonstrated, respectively, in Table 1 . The area under the curve (AUC) was above 0.7 for each subscale (Table 2) ; the specificity was relatively high (>80%) except for the kidney deficiency subscale. When the cut-off score was set at 6, the phlegm muddiness, blood stasis, and yang hyperactivity showed an optimal sensitivity, with 83.5%, 94.7%, and 90.5%, respectively, and the specificity was 83.8%, 85.3%, and 92.0%, respectively, for discriminating pattern elements. The sensitivity of yin deficiency, yang deficiency, qi deficiency, marrow deficiency, and blood deficiency subscales was poor (58.8%-68.3%). More interestingly, the specificity of these subscales was excellent (>90%), which suggests a lower false positive rate. It indicates that these subscales have a lower capability to discriminate those pattern elements. The subscales of endogenous heat and blood deficiency showed acceptable sensitivity, 72.7% and 71.4%, respectively, and the specificity was relatively high (87.9% and 80.4%, resp.).
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The kappa values are shown in Table 1 . The subscale of blood stasis had good parallel validity (kappa = 0.79), while the subscales of kidney deficiency, spleen deficiency, and blood deficiency had much poorer validity. The other subscales showed a medium parallel validity (kappa values between 0.53 and 0.69). Tables 3, 4 , and 5, we calculated the correlations between the scores of the subscales from the PES with the cognition score of the MMSE using canonical correlation analysis. There was a significant correlation between the subscales in the PES and cognition scores ( = 0.507, < 0.001). Further analysis showed that memory and language were significantly negatively correlated with qi deficiency and blood stasis, which indicated that higher scores on the qi deficiency and blood stasis subscales are associated with severe impairment of memory and language.
Correlation between Subscales of the PES and MMSE. As shown in
Discussion
At present, there are three widely used differentiating scales of traditional syndromes for dementia in China. Fu [7] published a typing scale of six pattern elements for dementia in 1991 including AD, VaD, mixed dementia, Pick's disease, and other conditions. It was the first subtyping scale for dementia and was widely used in the field of TCM. However, the clinical features of each element in Fu's scale were described by narrative language, without detailed scoring instructions. Thus, Fu's scale appeared to be operated with difficulty by different clinicians. Tian et al. [8] published a scale for the differentiation of syndromes of vascular dementia (SDSVD) in 2000. The SDSVD is a seven-element scale for vascular dementia, and each element subscale is composed of several brief scored items that include symptoms and pulse-tongue signs. The total score of each element subscale is 30, and the cut-off of each subscale is 7 points. Mild dementia was determined with a score of ≥7 and ≤14, moderate dementia with a score of ≥15 and ≤22, and scores of ≥23 were defined as severe dementia. The SDSVD is practical because of the clear factor items and cut-off scores. However, the SDSVD was designed for VaD only, and its applicability in other dementia patients is still questionable. Zheng [9] symptoms, and the diagnosis is based on the number of primary and secondary symptoms added together. Zheng's scale is easy to operate because of the simple diagnostic criteria. However, the description of the symptoms is not standard; thus, it is easy to cause misinterpretations between different investigators. Additionally, the severity of the symptoms has not been quantified in Zheng's scale. Given that early epidemiological studies showed that VaD was the main cause of dementia in China, and the prevalence of VaD was much higher than AD [19] [20] [21] , researchers in China tended to focus on syndromes of VaD over the past decade. However, recent studies have shown a tendency toward change, with AD as the main subtype of dementia in China [22] [23] [24] . To adapt to this change, further studies about syndromes of AD should be developed. The data source of the PES was mostly AD and VaD patients recruited for this study; thus, it could be said that the subscales developed in this study are suitable for both AD and VaD.
The findings of the current study demonstrated that the 11 subscales of the PES showed high reliability for discriminating pattern elements. The AUC for each of the subscales was higher than 0.7 and achieved the minimum requirements for diagnostic tests [25] . The AUC for the phlegm muddiness, blood stasis, yang hyperactivity, and yin deficiency subscales was higher than 0.9, which showed an excellent capacity to discriminate pattern elements. The subscales for phlegm muddiness, blood stasis, and yang hyperactivity showed a high degree of sensitivity (>83.5%), and the specificity was excellent (>83.8%); therefore, those three subscales are suitable for case screening in epidemiological surveys and strict inclusion criteria in clinical investigations. The sensitivity of the yin deficiency, yang deficiency, qi deficiency, marrow deficiency, and spleen deficiency subscales was poor (58.1%-68.3%) but with higher specificity (>80.0%); these subscales are also suitable for strict inclusion criteria in clinical investigations.
The subscale for blood stasis had a good parallel validity (kappa = 0.79), while the subscales for kidney deficiency and spleen deficiency had much poorer validity (0.248-0.273). The other subscales showed a medium parallel validity (kappa value between 0.4 and 0.7).
The PPVs and NPVs were related to the baseline rate of prevalence; higher prevalence may induce relatively lower PPVs, and higher prevalence may induce relatively lower NPVs [26] . Because of a lower prevalence in this sample, yang deficiency, spleen deficiency, blood deficiency, and endogenous heat showed relatively lower PPVs. The phlegm muddiness and kidney deficiency showed relatively lower NPVs. The possible reason may be a result of the high prevalence.
Studies have reported that memory functions are correlated with kidney essence vacuity and turbid phlegm blocking the upper orifice in mild cognitive impairments and AD patients. Turbid phlegm blocking the upper orifice was correlated with executive function and global cognition, as measured by the MMSE in VaD patients. There are many treatments in Chinese medicine for replenishing kidney essence or removing phlegm, which can improve memory and cognitive function [27] [28] [29] . The present study showed that deficiency of qi and blood stasis was negatively correlated to memory and language, indicating that higher scores related to deficiency of qi and blood stasis are associated with more severe impairment of language and memory. The different results may be because the scores in previous studies were calculated based on dementia and nondementia, and the result was the correlation between the pattern elements and the disease. In the present study, the correlations were based only on scores from patients with dementia, and the result was the correlation between the severity of cognition and pattern elements in dementia patients. This result indicated that scores on the subscales of the PES have an inherent correlation with the objective scale examination of dementia. Therefore, pattern elements were not only correlated with disease but were also correlated with cognition in the same patients.
There are limitations in the present study. First, there were no normal controls or patients with mild cognitive impairment recruited in the present study; thus, differences in the pattern elements distributions of different groups were unclear. Second, because of time limits, the test-retest reliability, the internal consistency between clinical feature items, and the cut-off scores for different levels of severity (mild, moderate, and severe dementia) of the subscales were not determined. More participants and followup tests are needed in future studies.
In summary, the present study shows that the PES, a brief tool for traditional medical subtyping for dementia, is helpful to accurately and easily discriminate pattern elements. From this scale, the phlegm muddiness, blood stasis, and yang hyperactivity subscales were shown to be superior to other subscales in terms of parallel validity and diagnostic properties. 
